The presentation of 2 cases of ventricular fibrillation in a group of 7 patients with Prinzmetal's angina suggests that severe arrhythmia may be common with this type of coronary insufficiency. Clinically, a sequence of spontaneous anginal pain, palpitation, and syncope is suggestive of the syndrome; the electrocardiogram characteristically shows a monophasic ST-T wave which persists only for the duration of the episode.
The introduction of continuous electrocardiographic monitoring has afforded the demonstration of episodes of acute coronary insufficiency far more often than was previously possible.
Some of these episodes differ from the normal electrocardiographic picture in that they show a characteristic alteration of ST and T amounting to a single, monophasic wave; these are associated with a 'variant form of angina pectoris' often called Prinzmetal's angina (Guazzi et al., I970; Meriel et al., I966; Peretz, I96I; Prinzmetal et al., I959) . In most patients of this description, coronary arteriography reveals a single, circumscribed obstruction in one of the main coronary branches (Silverman and Flamm, I971) .
Clinically, Prinzmetal's angina occurs in the form of anginal episodes appearing spontaneously, not triggered by physical exertion, usually of short duration, and associated with profuse sweating, severe distress, and sometimes syncope (Dorra et A 47-year-old man was in hospital, and gave a history of anginal episodes of 3 months' duration, sometimes after exertion and sometimes at rest, becoming more frequent in the last few weeks, particularly on awakening, lasting 3 or 4 minutes each, and accompanied by sweating and prostration. On admission the patient was free of pain; cardiac auscultation was noncontributory; heart rate was 70/min; arterial blood pressure was I70/95 mmHg; peripheral pulses were normal; the electrocardiogram was unremarkable.
Serum lipoprotein electrophoresis revealed a moderate increase of the pre-3 fraction. All other blood chemistry findings were normal. The electrocardiogram of an anginal episode on the second hospital day revealed a giant monophasic wave in the right praecordial leads, disappearing in 2 to 3 minutes. On the fourth day the patient (now transferred to our cardiac monitoring unit) suffered an episode of severe coronary pain radiating to the chest and jaws, associated with profuse sweating. The (Fig. i) ; an electric shock Of 250 Joules restored sinus rhythm.
On his second and fourth hospital day, the patient developed repeated bouts of anginal pain, each lasting 2. to 3 minutes, and associated with the appearance of a monophasic wave in the praecordial leads. In spite of lignocaine infusions, both ventricular extrasystole and atrial fibrillation (Fig. 2.) A number of clinical and therapeutic considerations emerge from these observations: Prinzmetal's angina may often be accompanied by episodes of ventricular arrhythmia (extrasystole and ventricular fibrillation). Consequently, patients with variant angina should be admitted to a heart monitoring unit.
Beta-adrenergic blocking agents appear to be therapeutically effective, anginal pain and arrhythmia being controlled in both our cases with practolol.
Aortocoronary venous bypass apparently represents the correct surgical procedure for these patients.
